215 basilar tip 2, 3 . Recently, we successfully managed this situation without distal migration of the clot by containing the impinged clot in the mid portion of the basilar trunk using a self-expandable stent during LIT.
Introduction
Although to date, the occurrence and significance of clot fragmentation and distal migration during local intra-arterial thrombolysis (LIT) have not been systematically addressed, it is quite common to observe this phenomenon during LIT. It is well-known that clot fragmentation and distal migration are common even when using clot retrieval devices 1 . Distal clot migration may hamper the success of a procedure, especially when migrated clots further occlude the arteries having clinically significant perforators or cortical branches. In cases of vertebrobasilar embolic occlusion, the fate of the distal migration could be dismal if we fail to lyse a clot that has migrated and lodged in the MRA showed segmental non-visualization of the proximal basilar trunk. The right PCA was filled from the right internal carotid artery (ICA) through the posterior communicating artery ( Figure 1A ,B). Subsequent catheter angiography revealed occlusion of the mid basilar trunk by a well-defined, oval-shaped filling defect which directly occluded both AICAs (Figure 2A ,B). As already documented by Mayer et Al 4 , we assumed that distal migration of the fragmented or partially lysed clot would be inevitable. To prevent clot migration, we decided to place a self-expandable metallic stent (Neuroform, Boston Scientific Corp., Fremont, CA, USA) to contain the clot between the stent mesh and the arterial wall. Antiplatelets, i.e. aspirin 100 mg and clopidogrel 300 mg, were given through her nasogastric tube.
The stent (4 mm in diameter and 20 mm in length) was successfully placed through the occlusion segment over a microwire (Transend; Boston Scientific Corp.) which was carefully passed over the occluded segment. The control angiogram obtained immediately after stenting revealed profuse antegrade flow through the partially expanded lumen of the stent. The tip of a microcatheter was placed just proximal to the filling defect for local infusion of urokinase (10,000 IU/min.). The control angiograms revealed gradual decrease of the volume of the filling defect, and there was no visible distal clot migration. We stopped the infusion when a total amount of 300,000 IU was administered because the patient showed improvement of her symptoms despite a small residual filling defect ( Figure 3 ). The patient's NIHSS score at that time point was 2 due to her mild ataxia and dysarthria. The CT angiogram obtained the following day revealed complete resolution of the filling defect with good patency of the stent ( Figure  3 ). Follow-up DWI revealed evolution of the infarction involving both AICA territories but without an additional lesion. The patient was discharged on dual antiplatelets with some residual hearing difficulty.
Discussion
Combining both pharmacological and mechanical thrombolytic techniques has become a common technical method of LIT5. Migration of the fragmented clots during LIT is a frequent incident heralding a good response to the procedure in most cases. We usually pursue the clot using a microcatheter/wire for further lysis of the clot if the fragments are still in the proximal portion of the affected territory or if they still compromise the flow of the major perforating arteries. In that sense clot migration is usually regarded as a sign of successful LIT.
However, distal migration could be deleterious in some situations, which might have been true in this patient as well. Occlusion of the tip of the basilar artery might have been inevitable if we had applied the conventional LIT method in this specific patient who showed a large clot lodged in and firmly clogging the mid-portion of the basilar artery without any occlusion distally. Even with the MERCI device, as with other mechanical retrieval devices, we cannot guarantee complete clot removal without any distal clot migration 1, 4, 6 . Use of a balloon-expandable stent is another option. Unlike elective intracranial stenting for atherosclerotic stenosis, however, stenting an occluded artery in an acute ischemic lesion may have some limitations such as the difficulty in choosing the optimal stent diameter, over-expansion of the affected artery by the inevitable mass effect of the clot itself, and limitations in stent delivery to the target lesion. In other re- spects, a self-expandable stent is relatively easy to deliver and has a wider latitude in the selection of the stent diameter. The relatively low radial force of the currently available intracranial self-expandable stents may carry a lower possibility of arterial injury 7 . Furthermore the self-expanding design may help the stent continuously accommodate to the size of the gradually increasing lumen during lysis of the lodged clot over time 8 . There have been several reports regarding the successful application self-expandable stents as a primary or adjuvant method of intra-arterial thrombolysis. The technique can be used as a rescue maneuver in cases of recalcitrant occlusion 5, 8, 9 . In conclusion, we successfully managed a mid-basilar embolic occlusion with LIT. We managed to avoid distal clot migration by containing the clot using a self-expandable stent during local infusion of thrombolytics.
